| INTRODUCTION
Clinical placement, or work-integrated learning in a healthcare setting, is a central part of training for students across health disciplines, enabling development of theoretical knowledge and workforce skills (Yiend et al., 2016) . In postgraduate psychology, students complete a minimum of 1,000 hrs of supervised clinical placement to meet the requirements of registration (Australian Psychology Accreditation Council, 2019) . Unfortunately, a literature review, expert consensus, and occupational health and safety data have revealed that clinical placement can expose students to considerable risk (Sheen, Sutherland-Smith, Dudley, Boyd, & McGillivray, 2016) . This problem has been acknowledged among educational providers and healthcare services both nationally and internationally (Birks, Budden, Biedermann, Park, & Chapman, 2018; Fried, Vermillion, Parker, & Uijtdehaage, 2012; Tee, Üzar Özçetin, & Russell-Westhead, 2016) . Against this backdrop, an online blended simulation-based learning program, Risk Aware, was developed to improve students' identification and management of risk. This article will focus on the implementation of this program among first-year postgraduate clinical psychology students across seven Australian universities.
Literature examining the challenges associated with clinical placements in professional psychology postgraduate education has indicated that students encounter multifarious risks in clinical environments. A systematic review conducted by Sheen, Graj, Pestell, and McGillivray (2018) has demonstrated that psychology students face educational and supervision-related risk during clinical placement. Educational risk arises from barriers to clinical placement participation including financial difficulties (Bor, Watts, & Parker, 1997) , extended hours (Helmes & Pachana, 2011) , and limited opportunities for direct supervision (Hatcher, Wise, Grus, Mangione, & Emmons, 2012; Scott, Pachana, & Sofronoff, 2011) . Furthermore, supervision quality can at times be undermined by poor supervisory style or methods of communication (Atkinson & Woods, 2007; Dodds, 1986; Gray, Ladany, Walker, & Ancis, 2001; Nelson & Friedlander, 2001; Rhinehart, 2015; Zinkiewicz, 2004) . This is of concern as supervision is integral to psychology students' development of professional skills and competencies (O'Donovan, Halford, & Walters, 2011) . While there has been a move towards improved supervisor training and regulation in Australia (Australian Health Practitioner Regulation Agency, 2013), supervisees can be vulnerable to risk, particularly when unaware of standards of professional practice and avenues for reporting.
In addition to these professional risks, student exposure to abuse during clinical placement is likely given the prevalence of violence in healthcare, particularly in psychiatric settings (Fry, O'Riordan, Turner, & Mills, 2002) . Emergent research examining this phenomenon in psychology-specific clinical placement contexts highlights that trainees are vulnerable to aggression, verbal abuse, and violence (Demaria, Light, & Fitcher, 2011; Gately & Stabb, 2005; Munsey, 2008) . Utilising questionnaires investigating student exposure to violence and violence-management training, Gately and Stabb (2005) discovered that many trainees were victims of abuse yet felt inadequately trained to manage risk. Students may lack the skills needed to competently manage clinical placement violence.
Finally, literature has shown that students contend with ubiquitous psychological risk during clinical placement. Placement related difficulties, including complex work (De Stefano, Atkins, Noble, & Heath, 2012; Pica, 1998; Wong, 2011) educational barriers (Kumary & Baker, 2008) , or violence (Gately & Stabb, 2005) can deleteriously impact trainees' mental health. Psychological challenges include vicarious trauma (Adams & Riggs, 2008; Vandermeer, 2014) , low self-esteem (Kuyken, Peters, Power, & Lavender, 1998) , and most notably, stress (Cushway, 1992; Myers et al., 2012; Truell, 2001) . Drawing on Cushway's (1992) stress-survey, Kumary & Baker, 2008found that the binary placement-academic training paradigm engendered acute stress for students throughout the duration of their training, and that younger students were particularly susceptible to stress. These forms of psychological distress can undermine trainees' professional progress and personal well-being (Pakenham & Stafford-Brown, 2012 Formative and summative evaluation approaches are embedded in all modules.
| Research questions
The current study aimed to evaluate the impact of Risk Aware upon student preparedness and confidence for clinical placement during its pilot phase. A mixed-methods sequential explanatory design, involving quantitative analysis followed by and integrated with qualitative analysis (Ivankova, Creswell, & Stick, 2006) was utilised due to its unique value in evaluative research (Greene, Benjamin, & Goodyear, 2001) . The quantitative research (Phase 1) evaluated Risk Aware using a non-controlled repeated measures design; the qualitative research (Phase 2) comprised student interviews. As shown in Figure 1 , this design served three of the rationales developed by Greene et al. (1989) for mixed-methods inquiry: triangulation, expansion, and complementarity. Rationales for the use of a mixed methods design. Adapted from Greene, Caracelli, and Graham (1989) (Ellis, 1999) . The competence quiz (CQ) assessed students' ability to apply module content to novel clinical scenarios. The CQ comprised 12 items presented to participants immediately following module completion, such as "How would you handle the following situation…" Both the PPKQ and CQ were developed in alignment with module content. Their validity was assessed through user-interface testing utilising a sample of 50 students. Following user-interface testing, quizzes were reviewed by project partners, an expert advisory panel, and key stakeholders including students, mental health consumers and carers, and individuals with varying degrees of technological proficiency.
Survey assessing self-reported student confidence
The Pre-post Confidence Survey (PPCS) assessed student confidence in relation to risks addressed in Risk Aware modules. The PPCS comprised 34 items presented to participants immediately prior to (Time 1 [T1]) and following (Time 2 [T2]) module completion, such as "I feel confident in my skills in managing an aggressive client." Items were ranked on a 5-point Likert scale ranging from 1 = "not at all true" to 5 = "very true." Examination of PPCS reliability using Cronbach's alpha showed internal consistency across all module subscales (α > 0.8), supporting the use of aggregate module scores in relevant statistical analyses.
| Phase 2
The qualitative research comprised a semi-structured audio interview approximately 20 min in length. The interview included standardised core questions and probes, and nonstandardised follow-up probes used at the interviewer's discretion (Appendix A). The questions addressed the qualitative research questions, and sought to triangulate, complement, and expand upon quantitative findings (Greene et al., 1989 ). 
| Phase 1: Statistical analyses and findings
A total PPKQ composite score, and module-specific PPKQ composite scores, were derived for each participant. Additionally, a total composite CQ score was derived for each participant. Composite quiz scores ranged from 0 to 1; scores closer to 1 represented a higher proportion of correct item responses on the PPKQ and CQ. To derive composite quiz/composite module scores, the total quiz mark achieved by each participant was summed and divided by the total mark available. A total PPCS rating, and module-specific PPCS ratings, were derived for each participant by calculating mean ratings. Ratings ranged from 1 to 5 where higher ratings indicated higher perceived confidence. To account for inflated risk of Type 1 error due to multiple tests, an adjusted alpha level of 0.01 and 99% confidence intervals were utilised in the present study.
| t-Test assumptions
t-Test assumptions regarding outliers and normal distribution were evaluated (Laerd Statistics, 2013) . Detected outliers in PPKQ and PPCS data were examined but retained as they enabled clarification of the data (Aguinis, Gottfredson, & Joo, 2013) . Normality was assessed through a z-test (critical z-value 3.29) using skewness and kurtosis values (Kim, 2013) . PPKQ data met the normality assumption; PPCS data exhibited non-normal skewness of 0.85 (SE = 0.23, z = 3.72) and kurtosis of 5.63 (SE = 0.46, z = 12.38).
Visual examination of the PPCS data as advised by Kim (2013) revealed a normal distribution, suggesting the z-test was obscured by the presence of an outlier, and the normality assumption was met.
| Changes in student knowledge
A repeated measures t-test comparing total PPKQ scores at A1 and A2 was conducted to evaluate changes in student knowledge regarding clinical placement risk after undertaking Risk Aware (n = 111). Students scored higher on the PPKQ at A2 (M = 0.79, SD = 0.09) compared to A1 (M = 0.52, SD = 0.10), a statistically significant increase of 0.27 (99% CI [0.24, 0.30]) points (t 110 = 25.08, p < 0.01, d = 2.38). The effect size exceeded Cohen's (1988) convention for a large effect (d > 0.8). While Leon et al. (2011) advocate cautious interpretation of effect sizes in pilot studies, these findings provide preliminary evidence of enhanced student knowledge following Risk Aware. Additionally, a repeated measures t-test comparing module-specific PPKQ scores at A1 and A2 was conducted to evaluate changes in student knowledge regarding clinical placement risk after undertaking each individual module. Table 2 presents t-test results. Notably, students scored significantly higher on the PPKQ at A2 compared to A1 in six of the seven learning modules (p < 0.01); Effect sizes ranged from d = 0.94 to d = 1.94, signifying a large effect (Cohen, 1988) . In the final module, which assessed student responses to psychological and emotional risk, students scored lower at A2 compared to A1, and the mean difference was characterised by a small-to-trivial effect (d = −.20).
| Changes in student confidence
A repeated measures t-test was conducted to evaluate changes in student confidence regarding clinical placement risk following Risk Aware (n = 111). PPCS ratings were higher at T2 (M = 4.44, SD = 0.47) compared to T1 (M = 3.52, SD = 0.47), a statistically significant increase of 0.92 (99% CI [0.80, 1.0]) points (t 110 = 20.26, p < 0.01, d = 1.92). This characterised a large effect (d > 0. 8; Cohen, 1988) , providing early evidence of a shift from moderate to high self-reported confidence among students following Risk Aware.
Additionally, a repeated measures t-test comparing module-specific PPCS ratings at T1 and T2 was conducted to evaluate changes in students' confidence regarding clinical placement risk after undertaking each individual module. Table 3 presents t-test results, which indicated that confidence significantly increased from T1 to T2 across all modules. On average, confidence ratings increased between 0.65 and 1.09 points following module completion; A large effect size was detected for all modules (d > 0. 8; Cohen, 1988) . 
| Student competence
Descriptive statistics were obtained to appraise students' clinical competence following Risk Aware (n = 111). As shown in Table 4 , CQ performance averaged 0.46 (SD = 0.13) points. Analysis of frequencies revealed quiz performance was clustered between 40 and 60%. Although conclusions cannot be derived from these basic analyses, results suggested low-average student competency in this novice cohort.
| Relationship between student competence and confidence
A two-tailed bivariate correlation was computed to assess the relationship between student confidence and competence following Risk Aware (n = 111). Although a positive correlation arose between PPCS ratings and CQ scores (p < 0.1), this pilot study was underpowered to achieve a meaningful effect (r = 0.16; Lee, Whitehead, Jacques, & Julious, 2014) . Preliminary findings suggested potential for a meaningful confidence/competence association in a larger-scale future study.
| Phase 2: Thematic analysis and findings
Thematic analysis, underpinned by a realist epistemological paradigm, was applied fluidly over six stages (Braun & Clarke, 2006) . Three researchers independently generated themes to establish trustworthiness; acceptable inter-rater reliability was demonstrated (Thomas, 2006) . Two themes illustrating the nature of student knowledge and confidence were detected: (a) knowledge improved despite prior risk exposure; and (b) confidence moderately increased, but students remained realistic about their competency levels.
These findings triangulated and complemented quantitative results (Greene et al., 1989) . Additionally, two themes illustrating student impressions of Risk Aware were discovered: (c) Risk Aware was perceived to be beneficial; and (d) Risk Aware had room for improvement. User impressions of Risk Aware were not investigated in Phase 1; as such, these themes expanded upon quantitative findings (Greene et al., 1989) . The first type of knowledge acquired through Risk Aware was risk identification. Eighty-eight per cent of participants demonstrated newfound awareness of clinical placement risk, either through reinforcement of prior knowledge, or identification of new risks. Case 3 indicated that Risk Aware "made me more aware of some things…that maybe I had taken for granted." Risks were identified both broadly, (e.g., Risk Aware "flagged all the things to be aware of" [Case 5]), and explicitly, including identification of risks relating to contamination, sexual harassment, and aggression. Second, students acquired knowledge relating to risk management. One hundred per cent of interviewees described best-practice responses to clinical risk. Notably, 75% of participants detailed violence management strategies, such as "looking at the environment and any risk… or anything that might become a potential weapon" (Case 4) or "setting up the room in such a way that we shouldn't put ourselves in a position where we could be in danger" (Case 1). Students also shared risk management strategies relating to assertiveness, self-care, infection control, and the supervisory relationship.
In line with quantitative findings indicating lowmoderate competency levels following Risk Aware completion, qualitative results showed early evidence of behaviour change associated with Risk Aware. Although interview questions did not directly assess student competency, 75% of participants shared instances where knowledge acquired through Risk Aware training was applied in a clinical context. For example, Case 2 was "sensitive" to dual relationships, and Case 5 maintained client "confidentiality." Of students demonstrating clinical competency, 67% applied strategies pertaining to risk of violence. Case 6 recalled a conversation with a colleague in which "we just went over I guess again the arrangement in the room, that she would be near the door, and… that no-one would lock up and leave her. I kind of reassured her that we would still be in the room, and we would keep an eye out if anything went wrong." Preliminary indications of competency in the qualitative sample, a small subset of the larger pool of Risk Aware participants, requires further examination across the novice cohort. Students typically reported that Risk Aware content was largely prior knowledge. Eighty-eight per cent of participants felt that Risk Aware content was familiar due to previous risk exposure in the workplace or risk training opportunities. According to Case 5, "some of the theory was new but a lot of the practice was familiar from my career before." Consequently, 63% of interviewees perceived Risk Aware as a "good reminder or a thing I hadn't thought about for a while" (Case 3), rather than a first-time orientation to clinical risk. These findings are noteworthy given poor PPKQ performance at A1 demonstrated in Phase 1, suggesting limited prior knowledge.
| Theme 2: Confidence moderately increased, but students remained realistic about their competency levels
Prior to undertaking Risk Aware, students' self-reported confidence regarding clinical placement was mixed: 38% of participants were highly confident, 25% were unconfident, and the remaining 37% were moderately confident prior to Risk Aware. Following Risk Aware, student confidence moderately increased. Seventy-five per cent of interviewees felt more "prepared" to manage risks (Case 7), and 25% reported that confidence remained stable. Case 4 "felt more confident after doing the Risk Aware because I felt better prepared in some scenarios that I hadn't really given much thought to." Two interviewees, who "needed to get out there and do it" (Case 6) developed confidence after commencing clinical placement. Overall, 88% of interviewees demonstrated a realistic perception of their competency levels in unpredictable clinical environments. For example, Case 5 showed insight that Risk Aware is "really important but also isn't going to make you feel super confident because you just learned more what you don't know. Well, you learned more of what you might be working with or exposed to." First, 100% of participants demonstrated Risk Aware's alignment with clinical placement, either by illustrating their application of module content, or noting that the program "really applied to… placement" (Case 1). Case 5 observed that "if something comes up in placement, it's like, 'well, yeah, that's right'. You recently listened to something about what I should do here." Second, students trended towards moderate-to-high ratings of program helpfulness, most notably regarding the video simulations which were "really helpful" (Case 5). Third, 62% of interviewees found the program "comprehensive" (Case 2), presenting best-practice responses to a variety of risks "in one package" (Case 3). Fourth, affiliation with Risk Aware was perceived to attest to the "professionalism" of universities, by demonstrating "that if I do have a problem" the university is "more likely to do something about it than if they didn't bother giving us this information" (Case 8). Finally, Case 5 noted that placement providers benefit from Risk Aware, as they would "be reassured to know" that students "have done all these risk modules", thus preventing adverse events that might occur if "no-one ever taught (students) all these basic things."
| Theme 4: Risk Aware had room for improvement
The most prominent program critique related to the length of the modules; 88% of students noted that they found Risk Aware to be "long" (Case 3). Case 2 shared that the modules "were very lengthy and I think in some cases too lengthy. I think if some of the information could have been consolidated a little bit more that would have been great too." Criticism regarding program length was typically attributed to students' having "struggled to find the time to complete it" (Case 4). Additionally, 88% of interviewees related that Risk Aware's usability (effectiveness, efficiency, and consumer satisfaction [Brooke, 1996] ) was marred by technical glitches. For example, Case 6 reported that "everyone seemed to have problems moving the chair to the right place in the room… it wasn't working."
Alongside critiques, students provided recommendations for change. When asked about omissions in module content, 50% of students identified gaps including "responding to suicide", "family violence," (Case 5) and working with "small children" (Case 3). Second, amendments to program timing, such as program delivery "closer to placement" to enable "practice" in clinical contexts (Case 6), were proposed. Third, 50% of interviewees advocated allocating ample time to program completion. As Case 1 advised, "to balance Master's and research and all the other things that's going on, to maybe set aside time, like 45 min, that you say, 'Okay, I'm going to do Risk Aware in this time' and actually do it rather than rush at the end." Fourth, participants recommended capturing key module content in a "summary page" (Case 1).
| DISCUSSION
This pilot study sought to evaluate Risk Aware's capacity to enhance student preparedness and confidence for clinical placement. The quantitative and qualitative findings signify that Risk Aware may present a useful educational tool preparing trainees for clinical risk. Findings preliminarily supported the program's feasibility, and ability to foster insight into clinical risk among professional psychology postgraduate students. While not without its weaknesses, the blended simulation-based learning paradigm was found to offer students an applicable, content-rich platform for risk identification and management training. Quantitative findings demonstrated significant increases in student knowledge and confidence regarding risk following Risk Aware. Students' competence levels, while at first glance mediocre, suggested some improvement in students' ability to apply their learning to real life scenarios and identify an appropriate risk management plan. Qualitative results revealed primarily positive student impressions of the program, and signposted pathways towards improved program usability in future Risk Aware iterations.
Increased knowledge regarding clinical placement risk following Risk Aware was a key quantitative finding. Results showed that rudimentary knowledge prior to Risk Aware (average PPKQ score = 51%), significantly improved after Risk Aware (average PPKQ score = 79%). Interviewee perceptions of prior knowledge of Risk Aware content were thus a surprising qualitative finding. As actual knowledge can differ from perceived knowledge (Lazarowitz & Lieb, 2006) , students may have overestimated their pre-existing knowledge. This is consistent with Hailikari, Katajavuori, and Lincdblom-Ylanne's (2008) observation that declarative prior knowledge (basic awareness of clinical risks), is associated with inferior test performance compared to procedural prior knowledge (integrated understanding of risk). This may explain inconsistencies between quantitative results showing significantly increased knowledge, and qualitative findings indicating students' prior knowledge.
Further analysis of trends in the distribution of the quantitative data suggests variability in students' prior risk exposure levels. While PPKQ outliers exhibited unusually high scores at A1 and average scores at A2, PPCS outliers displayed unusually low confidence ratings at T1, followed by a steep increase in confidence at T2. It was theorised that outliers represented students with exceptionally high levels of prior experience, or conversely, little-to-no prior experience. This indicates the presence of distinct cohort subgroups differing in prior risk exposure levels, as is reflective of increasing but somewhat flexible expectations that postgraduate psychology course applicants demonstrate some form of clinical experience. As such, prior experience likely characterised a covariate in the data. The inclusion of prior experience as a covariate should be considered in future research.
Student performance on the PPKQ psychological and emotional subscale supports the hypothesis that prior knowledge influenced quantitative study outcomes. Unlike other modules, quiz performance in module six decreased from A1 to A2. On closer inspection, module six scores at A1 and A2 were high, and pre-test performance was higher than all other modules. The effect size of the mean difference in pretest and post-test scores was negligible (see Table 2 ). Furthermore, the mean difference in T1 and T2 module six PPCS ratings was comparatively minor (see Table 3 ). It was theorised that as trainee psychologists, participants' likely familiarity with concepts of psychological risk may have reduced the module's overall impact, producing a ceiling effect. Future assessment of the relative impact of module six upon knowledge/confidence outcomes among students of other non-psychology healthcare disciplines will test this hypothesis and inform evaluation of the need for module content adjustment. The module six subscale will also be revisited to screen for psychometric problems. Enhanced clarity around the influence of prior knowledge upon program impact is required.
These findings indicate that prior risk exposure and training are important factors to consider in future Risk Aware iterations. It is proposed that information regarding students' previous risk training, educational background, and work experience, is sought prior to student enrolment in Risk Aware. These factors can be modelled as potential covariates, enabling investigation of the impact of prior experience on Risk Aware performance. This strategy aligns with Lazarowitz and Lieb's (2006) and Hailikari et al.'s (2008) recommendation to assess students' prior knowledge before commencing training. Data elucidating the nature of students' work and training background can then be utilised to refine Risk Aware's pedagogical approaches.
A final consideration germane to student knowledge is that expansion of module content may be prudent. Qualitative results indicated that students had hoped to receive instruction in appropriate responses to client risk, and this material was perceived as lacking in Risk Aware. While Risk Aware seeks to attenuate risk posed to students, rather than clients, it may be argued that exposure to client risk presents subsequent risk to students. Reflecting this, Spiegelman and Werth (2004) noted that encounters with client suicidality during clinical placement can precipitate self-blame, fear, and a sense of professional incompetence in students. Consequently, modules focussed on identifying and managing client risk may be advantageous in future iterations of Risk Aware.
Another central study motif was increased student confidence regarding clinical placement risk following Risk Aware. The quantitative data revealed average T1 confidence ratings (3.52 out of 5) increased significantly at T2 (4.44 out of 5) . Qualitative results corroborated quantitative findings, while also indicating prior risk exposure and placement commencement as contributors to student confidence. Findings thus suggested moderate overall trends towards increased confidence.
Alongside improved confidence, qualitative results highlighted that Risk Aware cultivated a realistic, noncomplacent attitude towards risk among students. These findings are important in light of research underlying Risk Aware's development. Sheen et al. (2016) investigated clinical placement occupational hazards encountered by psychology trainees; surveys of 52 students revealed that despite the occurrence of adverse events and "near misses" over 5 years, no formal university reports were filed during this period. Sheen et al. (2016) hypothesised that students' lack of foundational knowledge relating to clinical risk blurred their conceptualisation of adverse events, their rights, and avenues for reporting. Students thus exhibited "unconscious incompetence," or unawareness of their deficient knowledge regarding clinical risk (Mehay, 2010 ). In the current study, results showing students' realistic approach towards risk following Risk Aware suggests that the program facilitated transition from "unconscious incompetence" to "conscious incompetence," or awareness of deficiencies in managing clinical risk (Mehay, 2010) , as well as cognisance of their ability to actively respond to risk.
Paradoxically, conscious incompetence demonstrated in the qualitative phase did not appear to inhibit students' confidence. This resonates with research conducted by Porter, Morphet, Missen, and Raymond (2013) in a mixed-methods study investigating trainee nurses' clinical confidence and preparedness for clinical placement using a repeated measures design. Porter et al. (2013) found that as training progressed, students' confidence in their clinical skills increased, but perceived preparedness for clinical placement decreased. The symbiotic interaction between confidence and competence in clinical contexts has also been documented in other studies (Blum, Borglund, & Parcells, 2010; Crooks et al., 2005) . As the present study was underpowered to define a relationship between these constructs, the extent to which student confidence was grounded in competence remains unclear. A larger sample size in future Risk Aware studies will facilitate a more concrete understanding of the interplay between students' confidence and competence in identifying and mitigating clinical risks.
The role of timing may offer a working theory to explain paradoxical confidence/competence results. The quantitative data, capturing outcomes following Risk Aware, showed weak CQ performance and high confidence, whereas the qualitative data, capturing outcomes after clinical placement commencement, showed early evidence of behaviour change alongside increased confidence. It was inferred that as students commenced clinical placement, students transitioned towards "conscious competence" (Mehay, 2010) , generating increased confidence. Disparities in confidence/competence results may also be due to inflated perceived competency, a common phenomenon among students prior to entering clinical practice (Graves, Lalla, & Young, 2017) . It is suggested that future studies directly compare individual students' qualitative data with their quiz performance, to evaluate this hypothesis. Importantly, results indicated that students' clinical competency following Risk Aware was likely still in its infancy. This was an expected finding given that competency is a developing skill among novice practitioners, and the extensive challenges integrating classroom learning and workplace practice. Educators and clinical mentors should note that competency must be nurtured within clinical placement environments to supplement didactic or online training, to facilitate optimal outcomes.
Finally, qualitative findings revealed largely positive student impressions of Risk Aware. Risk Aware's comprehensiveness, utility, alignment with clinical placement, and its potential contribution to the healthcare industry, were emphasised. Crucially, Risk Aware's strengths as a blended simulation-based learning program were highlighted. While there has been some contention around its use, simulationbased education is being increasingly recognised as an efficacious pedagogical tool in clinical psychology (Rudd, Dobozy, & Smith, 2010) . Simulation-based learning been more widely advocated across the healthcare sector as an alternative to traditional teaching methods (Cant & Cooper, 2010; Lateef, 2010) , and particularly in preparing for highstakes low-frequency events (Cicero et al., 2012) such as clinical placement risk. Risk Aware's merit as a simulationbased education program was evidenced most strongly through interviewee reports of the engaging, high-fidelity nature of the simulated videos, and their alignment with clinical placement. Program uptake was thus facilitated through its simulation-based educational format.
At the same time, the qualitative data showed room for program improvement. Interviewee testimonies highlighted that glitches in Risk Aware's user interface may have influenced study outcomes and may partially explain relatively low CQ performance. As this study assessed the impact of a beta version of the program, student feedback will be considered in program modification in future iterations to improve Risk Aware's usability. Additionally, as professional psychology postgraduate students are typically time poor, dividing their attention between coursework, clinical placement, and research, it is suggested that future iterations incorporate optional materials to reduce program length. Lastly, findings indicated that the timing of Risk Aware's delivery may moderate program impact. This is consistent with Ebinghaus' forgetting curve model, replicated by Murre and Dros (2015) , which theorises that memory declines with the passage of time. It is possible that the proximity of Risk Aware training to clinical placement commencement may influence student learning and behaviour change. Program delivery timing alternatives will be considered in the implementation of future Risk Aware iterations.
Ultimately, results signal Risk Aware's capacity to contribute to healthcare education and training. Placement risk impacts both trainees (Birks et al., 2017; McCloughen & Foster, 2017) and professional healthcare workers (Mayhew, 2003; McDiarmid, 2014) , calling for a move towards improved risk management training (Beech & Leather, 2006) . Given preliminary evidence of Risk Aware's effectiveness in its pilot phase, further investigation of its use in diverse settings is warranted.
| Limitations
Limitations in the current study included reliance on selfreport (van de Mortel, 2008) , the use of a relatively small qualitative sample (Sandelowski, 1995) , and the lack of a control group (Harris et al., 2006) . A likely selection bias in Phase 2 recruiting may have prompted an overrepresentation of highly experienced students in the qualitative data (Hernán, Hernández-Díaz, & Robins, 2004) . Recruitment of two distinct purposive qualitative samples, comprising (a) students with high prior risk exposure, and (b) students with low prior risk-exposure, will enable elucidation of the influence of prior knowledge on program impact in future iterations of the program. As this pilot study was further limited by a lack of pre-intervention data on prior riskmanagement training, future program iterations should directly extract this information from participants.
| Summary and conclusions
Preliminary quantitative results emerging from this pilot study highlight enhanced student preparedness and confidence for clinical placement risk following Risk Aware. Student impressions denote Risk Aware's efficacious application of a blended simulation-based learning paradigm to healthcare training. This will be instrumental to the improved usability of future Risk Aware iterations. Results call for further exploration of the impact of prior risk exposure upon student knowledge and confidence in a larger-scale confirmatory study. Moreover, future studies would benefit from increased clarity around Risk Aware's long-term impact on student competency. While adverse events in clinical placement are low-frequency, the stakes are high, emphasising a need for increased attention and educative action to mitigate risk to students.
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